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Brief Clinical ReportsTracheoesophageal fistula due to migration of a self-expanding
esophageal stent successfully treated with a silicone ‘‘Y’’
tracheobronchial stentJose Melendez, MD,a Danny Chu, MD,b Faisal G. Bakaeen, MD,b and Roberto F. Casal, MD,a Houston, TexTracheoesophageal fistula (TEF) due to erosion of esopha-
geal stents into the trachea has been reported.1-5 However,
the reported management strategies involve surgical stent
removal and TEF repair or endoscopic removal of the
esophageal stent followed by re-stenting of the esophagus.
We report our successful management of this complication
with a silicone Y tracheobronchial stent and without
removal of the esophageal stent.CLINICAL SUMMARY
An esophageal stricture secondary to a poorly differenti-
ated squamous cell carcinoma of the mid-esophagus was
diagnosed in a 56-year-old man, for which he underwent
balloon dilation. This procedure resulted in esophageal per-
foration requiring primary surgical repair with intercostal
muscle pedicle buttressing. One month after surgery, to pal-
liate the patient’s dysphagia, a ‘‘covered’’ 10-cm–long self-
expanding esophageal stent (Ultraflex; Boston Scientific
Corp, Natick, Mass) was placed with its proximal end ap-
proximately 2 cm below the upper esophageal sphincter.
The esophageal carcinoma was surgically and radiographi-
cally staged as T4 N0 M0, and the patient received
definitive chemoradiation. Approximately 2 months after
esophageal stent placement, a persistent cough developed
in the patient, particularly when eating. Computed tomogra-
phy of the chest (Figure 1, A) showed a possible defect on
the posterior tracheal wall overlying the proximal end of
the esophageal stent. A barium swallow confirmed the pres-
ence of a TEF, with contrast in the mid-lower trachea and
left main stem bronchus (Figure 1, B). Flexible bronchos-
copy showed the anterior aspect of the proximal end of
the esophageal stent eroding through the posterior tracheal
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The Journal of Thoracic and Ca5.5 cm from the carina (Figure 1, C). In addition, a 60%
obstruction of the left main stem bronchus due to extrinsic
compression by the esophageal stent was also observed. A
multidisciplinary team formed by thoracic surgeons, inter-
ventional pulmonologists, and gastroenterologists evalu-
ated the patient. The patient was not considered to be
a surgical candidate because of comorbid conditions and
a locally advanced esophageal tumor in proximity of the
TEF. A rigid bronchoscopy was performed, and an
183 143 14 Dumon Y-stent (Novatech, La Ciotat, France)
was placed. The proximal end of the Y-stent was approxi-
mately 2.5 cm proximal to the TEF. After deployment
of the Y-stent, the esophageal stent was still protruding
into the trachea, creating a ‘‘fold’’ on the posterior aspect
of the Y-stent. We briefly inflated a balloon dilator (up to
18 mm) within the Y-stent, displacing the esophageal stent
posteriorly and sealing the TEF (Figure 1, D). The esopha-
geal stent was never removed. The patient tolerated the pro-
cedure well, and the repeat barium swallow was normal. Six
months after the tracheal stent placement and 11 months af-
ter his initial diagnosis, the patient is asymptomatic, eating
orally, and gaining weight.DISCUSSION
Esophageal stents are commonly used to palliate malig-
nant strictures, and stent-related complications, such as
lung aspiration, hemorrhage, and esophageal perforation,
occur in 10% to 20% of cases.3 Stent migration into
the trachea is rare but potentially life-threatening. Several
surgical interventions have been reported for the manage-
ment of self-expanding esophageal stents causing TEF.1,4,5
The reported endoscopic strategies involve bronchoscopic
removal of the esophageal stent through the tracheal tear
followed by re-stenting of the esophagus, telescoping of
a second esophageal stent to realign the one that migrated,
and deployment of a metallic self-expanding tracheal
stent.3
Although the use of silicone Y-stents for the management
of malignant TEF has been extensively described, to the
best of our knowledge, its use for TEF caused by a self-
expanding esophageal stent has not been reported. We
chose not to place a self-expanding metal stent in the
trachea overlying the esophageal stent with the concern of
potential necrosis of the tracheal wall in between these 2
stents. We did suspect before the procedure that therdiovascular Surgery c Volume 141, Number 6 e43
FIGURE 1. A, Computed tomography of the chest showing a possible defect on the posterior tracheal wall overlying the proximal end of the esophageal
stent. B, Barium swallow study demonstrating contrast in the distal half of the trachea and the left main stem bronchus. C, Bronchoscopic view of the
proximal end of the esophageal stent eroding through the posterior wall of the trachea creating a fistula. D, Inner view of the proximal portion of the silicone
Y-stent tightly sealing the tracheal defect.
Brief Clinical Reportsprotrusion of the metallic esophageal stent would not allow
our silicone stent to seal the defect properly. As mentioned
above, we solved this problem by inflating a balloon dilator
within the Y-stent and slightly displacing the esophageal
stent posteriorly. Unlike most cases in the literature, the
TEF was completely sealed without removing the esopha-
geal stent, which allowed the patient to continue oral
alimentation.
CONCLUSIONS
Given the relatively high morbidity and mortality associ-
ated with surgical repair of TEF, we cautiously propose our
multidisciplinary approach and minimally invasive strategy
to manage patients with relatively small TEF caused by
esophageal stent migration. Although our procedure wase44 The Journal of Thoracic and Cardiovascular Surguneventful and our patient had an excellent clinical course,
further studies are needed to corroborate the efficacy and
safety of this approach.References
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